The dominance of the coronary arterial system was determined angiographically in 75 adult patients with isolated aortic stenosis with or without insufficiency, 25 
PATIENTS WITH SIGNIFICANT cardiac symptomatology due to aortic stenosis have in recent years undergone coronary arteriography as part of their diagnostic evaluation at our institution. Our impression has been that left dominant coronary arterial systems are unusually frequent in these patients. Most large series of patients with aortic stenosis do not include evaluation of the coronary arteries,'-' while those few that have evaluated the coronary arteries make no comment relative to the dominance of the coronary arteries.6'-" In order to substantiate the frequency of left dominance in patients with aortic stenosis, 75 consecutive coronary arteriograms were evaluated in patients with isolated aortic stenosis. In addition the coronary arterial pattern was also evaluated in patients with pure aortic insufficiency and combined aortic and mitral valvular disease undergoing angiography over the same period of time. Finally, since in a majority of patients with isolated aortic stenosis the etiology is nonrheumatic and may be a consequence of congenitally bicuspid aortic valves,4 '`t he coronary arterial pattern was also evaluated in 44 pediatric patients with angiographic evidence of bicuspid aortic valves. Methods
In recent years, patients with symptomatic aortic stenosis have routinely undergone coronary arteriography prior to consideration for aortic valve replacement at our hospital. Between July 1972 and October 1974, the coronary arterial anatomy was evaluated in 75 consecutive patients with isolated aortic stenosis who had undergone coronary arteriography. During the same period, 25 patients with pure aortic insufficiency had either coronary arteriograms (11 patients) or supravalvular aortograms in the left anterior oblique projection (14 patients) which permitted determination of the coronary arterial anatomy. Patients were considered to have pure aortic insufficiency if they had 3 to 4+ aortic regurgitation on a scale of 1-412 and no significant systolic gradient across the aortic valve (<10 mm Hg). The etiology of aortic insufficiency was rheumatic in three patients, bacterial endocarditis in one patient, aortic root dilatation secondary to Marfan's disease in two patients, luetic in one patient, and was not definitely determined in the remainder. In each of these patients with aortic regurgitation, the sinuses of Valsalva appeared normal and were not characteristic of those observed with a bicuspid aortic valve."3 Likewise, the coronary arterial anatomy was evaluated by coronary arteriography (32 patients) or supravalvular aortography (19 patients) in 51 patients with combined aortic stenosis and mitral valve disease. The mitral valvular disease in these patients consisted of mitral stenosis (11 patients), mitral regurgitation (8 patients) and mixed mitral stenosis and regurgitation (32 patients).
The aortic valve area was calculated using the Gorlin formula.'4 Cardiac output in all instances was determined by the Fick method. The regurgitant volume in patients with combined aortic stenosis and insufficiency was not considered in the formula used for calculating the aortic valve area. The degree of insufficiency in these patients was quantitatively graded, 1 or 2 in a maximum grading system of 4."2 While regurgitation across the aortic valve does preclude precise estimation of the aortic valve area, calculation of the aortic valve area did suggest the presence of aortic stenosis. Moreover, supravalvular aortography in each patient in this group indicated that the predominant lesion was aortic stenosis.
The cineangiograms were also evaluated in children with angiographic evidence of bicuspid aortic valves'3 who were studied over a 4 1/3 yr period from July 1970 to October 
